Introduction
Kawasaki disease (KD) is the multisystem vasculitis which is a cause of secondary heart disease in children [1] . Coronary artery aneurysm could be a cause of death in some cases of KD, so it is important to diagnose coronary artery complication [2] . KD could be diagnosed by having the following criteria: prolonged fever longer than 5 days and four of the five following main clinical features: (1) changes in the peripheral extremities, (2) polymorphous rash, (3) oropharyngeal changes, (4) acute nonpurulent conjunctivitis, and (5) cervical lymphadenopathy accompanied with lymph node greater than 1.5 cm [1, 3] .
Bulbar conjunctival injection and anterior uveitis are dominant ocular manifestation in KD [4] . Posterior segment involvement is rare. Despite early efficient treatment including aspirin and intravenous immunoglobulins (IVIG), the bilateral inflammatory ocular involvement including punctuated keratitis, retrodescemetic precipitates, anterior uveitis, vitritis, and bilateral optic disc swelling with papillitis are observed in KD patients [5] [6] [7] [8] [9] .
Uveitis is the common ophthalmic finding in KD. Manifestation of uveitis is mild. It is bilateral and is sometimes associated with keratic precipitates. In general, it occurs a week after fever onset and recovers within 2-8 weeks after disease onset without any sequelae. According to increasing incomplete KD, uveitis has become a more important factor in early diagnosis of incomplete KD [5] .
Inflammation of both anterior and posterior segments does not seem to respond to KD-specific treatment and could justify a specific ophthalmologic therapeutic approach [4] .
Grouteau et al. [4] reported severe bilateral global inflammatory involvement of the eyes in KD. It is usually subclinical and self-limited. Eye involvement in KD can lead to severe visual impairment. Kadyan et al. [10] published a case of disciform keratitis and optic disc swelling in KD. Ohno et al. [11] reported bilateral bulbar conjunctivitis, bilateral iridocyclitis, superficial punctate keratitis, vitreous opacities, papilledema and subconjunctival hemorrhage. There has not been a report of optic disc swelling associated with uveitis in the KD patient in Korea. Kawasaki disease (KD) is the self-limited and multisystem vasculitis which accompanies many complications. Ophthalmic findings in KD are bilateral conjunctival injection, iridocyclitis, superficial keratitis, vitreous opacities and subconjunctival hemorrhage. Optic disc swelling is a rare ophthalmic complication in KD. We describe a 3-year-old boy who presented with 7 days of fever, both conjunctival injection without discharge, and right cervical lymph node enlargement of more than 1.5 cm. He was diagnosed as incomplete KD. He had no ocular symptom except bilateral conjunctival injection. On ophthalmic examination, he was diagnosed by anterior uveitis with optic disc swelling. The brain magnetic resonance imaging was performed and revealed no evidence of increased intracranial pressure. Echocardiography revealed the dilated right coronary artery up to 3.4 mm. Fever subsided and optic disc swelling was completely improved after intravenous immunoglobulin (2 g/kg) treatment. Optic disc swelling is a rare ophthalmic complication in KD. subsided and both conjunctival injection was slightly improved.
Case Report
For evaluation of ocular manifestation of KD, ophthalmic consultation was done. The consultation result was uveitis and optic disc swelling on both eyes. He had cells in both anterior chambers which means uveitis. There was no vitreous opacities. Another finding was both blunted optic disc margin (Fig. 2) . He also had optic disc swelling and he was treated with intravenous mannitol (JW Life Science, JW Pharmaceutical, Seoul, Korea).
On hospital day 6, the finding of brain magnetic resonance imaging (MRI) was normal (Fig. 3) . We consulted a neurologist about the optic disc swelling. The patient did not have any increased intracranial pressure (ICP) sign and no brain edema on MRI. Mannitol was tapered and stopped. We started low dose aspirin therapy (5 mg/kg/day). At this time, we observed the desquamation on his finger.
On hospital day 8, the laboratory results have improved: CRP 0.49 mg/dL, and NT pro-BNP 58 pg/mL. The patient was discharged.
Discussion
Although bilateral nonpurulent conjunctivitis is a diagnostic criteria in KD, other ocular features are found such as superficial punctuate keratitis, vitreous opacities, anterior uveitis, optic disc swelling, vascular occlusions, retinal ischemia, and periorbital vasculitis [8] .
Uveitis in KD shows a mild clinical course. In most cases, topical corticosteroid is effective for treatment of KD patients.
KD patients with anterior uveitis are needed to follow up evaluation depending on its severity between 1-7 days [5] . Ophthalmic evaluation includes visual acuity, measurement of intraocular pressure, assessment of cell and flare by slit lamp examination [12] . The grading of uveitis is decided according to flare and cell number, so slit lamp examination is necessary to diagnose uveitis. The uveitis improves within 2-8 weeks after disease onset without any sequelae [13] . In our patient, uveitis resolved within 2 week after IVIG and topical steroid treatment.
The by monocytes, macrophages and T cells infiltrating the vascular wall. Inflammation can progress to involve the deeper layers of the vascular wall, compromising structural integrity with resultant dilation or aneurysm formation [15] . In our case, optic disc swelling was completely improved after IVIG treatment without any sequelae.
Choi et al. [5] reported that neutrophil counts and patient age were higher in the uveitis group than in the control group. ESR and CRP level were slightly increased in the uveitis group compared with the control group, but the difference between the two groups was not significant.
There is not any definite guideline to diagnose incomplete KD yet. Early diagnosis is needed to prevent coronary artery complications. Slit lamp examination and echocardiography are very useful for differential diagnosis of incomplete KD. The serum NT pro-BNP levels have been reported as an early diagnostic marker of myocardial involvement in KD [2] . In our case, NT pro-BNP was not increased.
Uveitis is not the only clue to diagnosing KD, but if a patient has conjunctivitis, ophthalmic examination is very helpful in detecting uveitis and optic disc swelling [5] . There is also no specific guideline to determine the timing of slit lamp examination in KD. Meticulous ophthalmoscopic examination is needed to find out uveitis and optic disc swelling in every KD patients.
In conclusion, we reported the first case of optic disc swelling associated with uveitis in KD patient in Korea. Slit lamp and ophthalmoscopic examination are necessary to reveal these findings.
